T he effect of Medicaid coverage on health and the use of health care services is of first-order policy importance, particularly as policymakers consider expansions of public health insurance.
Estimating the effects of expanding Medicaid is challenging, however, because Medicaid enrollees and the uninsured differ in many ways that may also affect outcomes of interest. Oregon's 2008 expansion of Medicaid through random-lottery selection of potential enrollees from a waiting list offers the opportunity to assess Medicaid's effects with a randomized evaluation that is not contaminated by such confounding factors. In a previous examination of the Oregon Health Insurance Experiment, we found that Medicaid coverage increased health care use across a range of settings, improved financial security, and reduced rates of depression among enrollees, but it produced no detectable changes in several measures of physical health, employment rates, or earnings. [1] [2] [3] [4] A key finding was that Medicaid increased emergency department (ED) visits by 40% in the first 15 months after people won the lottery.
3 This finding was greeted with considerable attention and surprise, given the widespread belief that expanding Medicaid coverage to more uninsured people would encourage the use of primary care and thereby reduce ED use. Many observers speculated that the increase in ED use would abate over time as the newly insured found alternative sites of care or as their health needs were addressed and their health improved. One commentator, for example, raised the question, "But why did these patients go to the ED and not to a primary care office?" He hypothesized that "Despite the earlier finding that coverage increased outpatient use, many of these newly insured patients probably had not yet established relationships with primary care physicians. If so, the excess ED use will attenuate with time." 5 We have now analyzed additional data in order to address these questions: Does the increase in ED use caused by Medicaid coverage represent a short-term effect that is likely to dissipate over time? And does Medicaid coverage encourage the newly insured to substitute physician office visits for ED visits? We used the lottery to implement a randomized, controlled evaluation of the causal effect of Medicaid coverage on health care use, applying a standard instrumental variables approach. More detail on the lottery, data, and methods is available elsewhere [1] [2] [3] (available at NEJM.org), which also provides additional results.
Extending our ED administrative data by a year to span the 2007-2010 period, we analyzed the pattern of the effect of Medicaid coverage on ED use over a 2-year period after the 2008 lottery. The graphs show the effect of Medicaid coverage over time -both in terms of the mean number of ED visits per person (Panel A) and whether a person had any ED visits (Panel B) -measured separately for the four 6-month periods after lottery notification. There is no statistical or substantive evidence of any time pattern in the effect on ED use on either variable. Medicaid coverage increased the mean number of ED visits per person by 0.17 (standard error, 0.04) over the first 6 months or about 65% relative to the mean in the control group of individuals not selected in the lottery; over the subsequent three 6-month periods, the point estimates are similar and, for the most part, statistically indistinguishable from each other. For example, we cannot reject (P = 0.80) the hypothesis that the 0.17 increase in ED visits attributable to Medicaid coverage in the first 6 months is the same as the 0.15 increase in visits in months 18 to 24. Thus, using another year of ED data, we found no evidence that the increase in ED use due to Medicaid coverage is driven by pent-up demand that dissipates over time; the effect on ED use appears to persist over the first 2 years of coverage. We repeated a similar analysis for hospital admissions and once again found no evidence of any time patterns in the effects of Medicaid coverage over the first 2 years (see the Supplementary Appendix for details).
In our previous work, we found that Medicaid increased both physician office visits and ED use.
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To investigate whether Medicaid coverage affects the relationship between office visits and ED use, we analyzed data on annual office visits from our 2010 in-person survey, combined with administrative records on ED use for the same people over the same 12-month look-back period. We estimated that Medicaid coverage increased the joint probability of a person's having both an ED visit and an office visit by 13.2 percentage points (standard error, 3.5).
We estimated separately the effect of Medicaid coverage on whether the person had an office visit and whether he or she had an ED visit; we used these estimates, together with Bayes' rule, to predict the effect that Medicaid coverage would have on the joint probability of having both types of visits if the increases in the two types of visits were independent of each other. The predicted increase in the joint probability under the assumption of independence is 9.9 percentage points (standard error, 3.5), which is less than the estimate of the actual increase in the joint probability. We thus found no evidence that Medicaid coverage makes use of the physician's office and use of the ED more substitutable for one another. If anything, the results suggest that it makes them complementary.
One possible reason for this finding is that the type of people who use more care when they gain Medicaid coverage are likely to increase use across multiple settings, including both the ED and One study participant we interviewed told us, "I went to the doctor's office one time and they said, no, you need to go to the ER because your blood sugar is way too high. It's going to take us hours to get it down. So you need to go to the ER." For policymakers deliberating about Medicaid expansions, our results, which draw on the strength of a randomized, controlled design, suggest that newly insured people will most likely use more health care across settings -including the ED and the hospital -for at least 2 years and that expanded coverage is unlikely to drive substantial substitution of office visits for ED use.
